The emotional burden of avoiding the patient may be much harder on the physician than he [sic] imagines . . . a doctor's job would be so much more interesting and satisfying if he simply let himself plunge into the patient, if he could lose his fear of falling.
The Paradox of Empathy in Medical Education
In the domain of medical education, empathy is touted as among the essential attitudes and skills of professionalism. Various educational and professional bodies in medicine, such as the Accreditation Council for Graduate Medical Education (Joyce 2006 ) and the Association of American Medical Colleges (Anderson et al. 1998) have identified empathy as a key component of professionalism and specify that medical education must include curriculum whose goal is the development of empathy in learners (Larson and Yao 2005) . The empathy-altruism hypothesis (Batson et al. 1991) argues that empathic concern is a requisite of altruistic action, another fundamental anchor of a profession that mandates placing the patient's interests above those of self.
Empathy is deemed especially important in medicine because of the crucial role of the physician in creating representations of the patient's story through the medical chart (Hyden 2008) . At least to some extent, and especially when the patient's voice becomes weak or nonexistent, the patient ends up on the periphery of the medical action, and the vicarious voice of the physician becomes the authoritative depiction of the patient. Under these circumstances the capacity to accurately and honestly resonate to the patient's perspective becomes essential. Further, empathy has been implicated in patient adherence to medical regimens (Kim, Kaplowitz, and Johnston 2004) , with research documenting a direct relationship between patient-perceived physician empathy and increased satisfaction and compliance. Other research identifies a strong relationship between empathy and establishing the working alliance necessary to an effective patient-doctor relationship (Fuertes, Boylan, and Fontanella 2009 ).
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7/14/2011 3:52:16 PM Awareness of such connections has led to medical schools across the country providing required courses in communication skills that routinely include the teaching of empathy. Yet research shows that despite recognition of the importance of empathy in a medical student's education, and despite efforts to develop empathic communication through curricular instruction, student empathy actually declines significantly during the third year of medical school and continues low throughout the fourth year of training (Newton et al. 2008; Hojat et al. 2009) . How is this possible? In a seminal article on medical education, the problem is stated as follows: "North American medical education favors an explicit commitment to traditional values of empathy, compassion, and altruism-and a tacit commitment to an ethic of detachment, selfinterest and objectivity" (Coulehan and Williams, 2001) . This educational deficiency is not necessarily self-correcting. Rita Charon, professor of internal medicine at Columbia College of Physicians and Surgeons, has written that even experienced "physicians sometimes lack the capacities to recognize the plights of their patients, to extend empathy toward those who suffer, and to join honestly and courageously with patients in their illness" (Charon 2001 (Charon , 1897 . Thus, although there are a plethora of words expended in support of empathy in clinical training and practice, it has not successfully translated into sustainable and effective attitudes and actions. This article analyzes this paradox, identifies possible reasons for its existence, and suggests potential pedagogical alternatives.
What Is Clinical Empathy?

Definitional Complexity
Perhaps surprisingly, given its pervasive appearance in the medical education literature, there is considerable disagreement about the definition of empathy. Traditional definitions used in medical education include emotive, moral, cognitive, and behavioral dimensions (Stepien and Baernstein 2006) . A leading medical ethicist, Jodi Halpern, in her book From Detached Concern to Clinical Empathy and other writings (Halpern 2001 (Halpern , 2003 , emphasized that empathy must involve emotional resonance not simply cognitive comprehension. Other scholars have described empathy as a complex process that starts with gaining insight into the patient's concerns, feelings, and distress; engaging emotionally with the patient's perspective; feeling compassion at the distress of the patient; and finally, taking action motivated by a desire to remove or alleviate the causes of that distress (Benbassat and Baumal 2004) . It is apparent that, utilizing these complex, multifaceted definitions, true empathy is difficult to achieve because it may entail the physician being pulled across a boundary she did not want to cross and entering a zone where life is profoundly insecure (Frank 2008) .
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Why Medicine Has Trouble Successfully Incorporating the Construct of Empathy
Physicians belong to a profession that has increasingly placed itself squarely within the logicoscientific tradition. Medicine's positivist worldview, which prioritizes technological progress, hierarchy, certainty, and efficiency, encourages conceptualizing patients as objects and can lead to the doctor feeling alienated from, rather than empathic toward, the patient (Davis-Floyd and St. John, 1998) . Researchers have shown that patients are often referred to in derogatory ways by physician role models, conceptualized as tasks to finish or as objects from which to extract learning (Dyrbye, Thomas, and Shanafelt 2005) . The most widely accepted view of medical professionalism is that its practitioners should respond to the suffering of patients with objectivity and detachment (Coulehan 2009a,b) . It has also been observed that physicians "place themselves out of their patients' lives" by identifying themselves with heroic invincibility and their patients with illness, suffering, and misfortune (Irvine 2009 ). In general, medical culture does not acknowledge the physician's need to experience and process personal feelings (Jennings 2009 ). The cultural norms of medical education likewise expect that aspiring doctors should not show emotion, especially emotion that helps connect the studentphysician to the patient. Like clinical practice itself the medical education process promotes emotional detachment, affective distance, and clinical neutrality (Evans, Stanley, and Burrows 1993; Hojat 2009 ). Medical pedagogy encourages "detached concern which devalues subjectivity, emotion, relationships, and solidarity" (Coulehan 2005) . Medical students are particularly vulnerable to emotional detachment because they are still learning how to modulate their own emotional states in the often stressful and emotionally demanding environment of clinical medicine (Jennings 2009 ). Since students don't know how to cope with the often intense feelings they experience on a daily basis, they end up denying or ignoring them.
Suppression of the strong emotions that arise in the face of death, disability, medical error, and one's own mortality is exhausting and can lead to burnout and compassion fatigue. In a dysfunctional cycle, this emotional exhaustion prompts further efforts to cope by promoting distancing oneself emotionally from patients (Kearney et al. 2009 ). In one recent study only 19 percent of a randomized sample of learner-reflective clinical stories included any emotional content whatsoever. The authors concluded that the hidden curriculum (Hafferty and Franks 1994) continues to socialize students to quell their emotions and to reinforce norms against displaying or even feeling/acknowledging emotion (Karnieli-Miller et al. 2010 ). Because they are unfamiliar with and afraid of their own emotional landscape, medical students are also often embarrassed and uncomfortable when confronted with patient 8884_016.indd 277 7/14/2011 3:52:17 PM emotion (which triggers emotions in themselves) (Benbassat and Baumal 2001) . Students who are not able to examine and come to terms with their own psychological lives find it difficult to connect empathically with others (Medved and Brockmeier 2008 ).
The Pseudosolution: Taming an Unruly Construct Understanding this background makes it easier to see that definitions of empathy that include the emotions seem unpredictable and uncontrollable to medical educators.
Since there is general consensus that physicians "need" empathy, the pedagogical result is often based on ways of "taming" empathy so that it conforms to reassuringly normative assumptions and practices already extant in medicine. This has meant by and large separating empathy from the unruliness and unpredictability of emotion.
Cognitions, having to do with thought processes and critical inquiry, are more comfortable and familiar to academics of all stripes 1 , and especially to physicians. Therefore an understanding of empathy that relies solely on cognitive processes seems more controllable, more manageable, more teachable, and more measurable in terms of outcomes. The result has been to promote as empathy a kind of cognitive listening to and apprehension of the patient's concerns while avoiding the perceived "risks" of emotional involvement with the patient.
Cognitive-Behavioral Empathy
In medical education research empathy is defined more and more as a purely cognitive exercise. This is particularly significant because, while precision and meaning restriction are key elements of the scientific method, research also bestows a mantle of "truth" on the constructs it studies and therefore exerts a profound influence on what is taught clinically and how. Definitions such as the one formulated by Hojat (2009) and Hojat et al. (2009) identify empathy as an objective, rational, accurate, intellectual process that is "always" good for both patient and practitioner, at the expense of sympathy, which is vilified as an emotional, self-indulgent, codependent, even histrionic practice that will lead to burnout and compassion fatigue. These and similar efforts to separate out the active elements of empathy (Crandall and Marion 2009 ) have the effect of making the construct easier to recognize and identify-but not necessarily of making it more "empathic" in its clinical manifestations. Nevertheless, empathy is now typically taught as a set of cognitive and behavioral skills (Winefield and Chur-Hansen 2000) . This cognitive emphasis translates into cognitive-behavioral approaches in which specific verbal and nonverbal phrases or gestures become stand-ins for empathy: "I understand your concern"; "Your language is expressing sadness"; "I grasp that you don't want to die." Similarly, touching a shoulder or knee also reductively become synonymous with empathy.
O Decety-Empathy
The Paradox of Teaching Empathy in Medical Education
Positive Physician Role Models to Teach Empathy In contemporary medical education, the teaching of empathy is formally incorporated into the curriculum primarily in the preclinical years, usually in the form of a lecture and/or role-playing exercises. When empathy is considered as part of students' learning experience during the clinical years, it is almost entirely addressed through the process of role modeling. This idea assumes a two-step process: First, physicians "model" empathic attitudes on the wards and in clinics. Then, attentive students observe these empathic demonstrations and assimilate them. Although it is true that role modeling has a highly significant influence on students' own empathy (Winseman et al. 2009) , there are problems with this approach. Unfortunately, we have learned that physician role modeling can be negative as well as positive. Research on the hidden curriculum (Hafferty 1988 ) reveals that students frequently encounter physician role models who embody problematic qualities such a rudeness, dismissiveness, and lack of empathy. Further, even positive role models do not always know how to teach what they do (Shapiro 2002) , resulting in the "wow" effect: students are suitably impressed by outstanding role models, but they are unable to identify exactly what it is that these role models are doing that they could emulate or incorporate. Thus, we cannot simply rely on the existence of positive role models to convey attitudes, values, and skills of empathy to medical students.
Problematic Unintended Consequences
Fake Empathy
The cognitive-behavioral methods of teaching empathy so widespread in the preclinical years run the risk of becoming mere intellectual exercises for medical students. Exclusively technique-based modes can mean that empathy increasingly is understood by medical students as a means to other, more valuable ends, rather than a morally valuable end in itself. In this construction empathy may sometimes become a means to ends benefiting students (positive evaluation of performance) and sometimes as promoting positive patient outcomes (increased compliance, increased continuity). Of course these are not undesirable ends. However, they remain squarely situated in the ethical position of "getting" and "acquiring." In such formulations empathy becomes a tool to obtain an objective (albeit an appropriate one) rather than a quality that one human being owes another (Levinas 2005) . As Pence wrote in his seminal work on compassion (Pence 1983) , merely imitating compassionate behavior is not compassion. Much the same could be said for empathy.
In particular, the standardized patient (SP) encounters that form the center of the Objective Structured Clinical Examination (OSCE) increasingly used to evaluate empathy and other "communication skills" among students and residents can 8884_016.indd 279 7/14/2011 3:52:17 PM encourage learners to merely acquire mimetic displays of empathy, superficial language and gestures that earn them success in an examination context but are detached from underlying emotional connection. Because of the evaluative link, students may infer that there are narrowly correct ways of interacting with patients, which in turn can lead to formulaic, impersonal interactions and, ironically, to an appearance of lack of empathy (Case and Brauner 2010) . Such artificial assessment situations encourage the appearance of relationship between student and SP while they fail to establish authentic connection (Hanna and Fins 2006) . Literary scholars have noted that conventional language is sometimes too familiar, quotidian, and well known to adequately understand the uniqueness of suffering (Brockmeier 2008) , suggesting that it is only by breaking out of routinized ways of talking and thinking that empathy can be communicated to another. Yet the standardized format of an OSCE works directly counter to such spontaneity and originality in language. Further, scholars have also expressed concern as to whether the behaviors performed in SP interactions actually transfer to practice with actual patients or are sustained over time in the absence of further evaluation, raising the specter of a rigorous, but meaningless, evaluation method (Meitar, Karnieli-Miller, and Eidelman 2009) .
Empathic Failures toward Stigmatized Others
A purely cognitive empathy risks lack of emotional engagement and meaningful understanding of the other. Pence pointed out that true compassion must be rooted in deeper internal attitudes and behaviors and must recognize that the suffering of the other really matters, and this insight is true for empathy as well. When empathy is viewed more as a performance than as a deeply held commitment to a way of being in the world, it can easily result in "selective" empathy, that is, performance that is generated in response to certain evaluative situations, or something that naturally arises toward certain "likeable" patients or patients similar to the student, not as something that needs to be cultivated toward all patients, especially stigmatized, marginalized, or otherwise unappealing patient populations. Cognitive-behavioral empathy leads to rejection of stories that do not look or sound like what the student expects, stories that strike the student as unfamiliar, broken, disjointed, lacking coherence, in short, the kinds of stories that patients who appear as "other" to medical students tend to tell (Bulow 2008 ). In the absence of core ethical values that trigger pursuit of empathic responses regardless of situational cues, students will likely not feel it necessary to empathize with such stories. In fact, neuroscience research has demonstrated that perceived stigma has a significant effect on expressed empathy for patients (Decety, Echols, and Correll 2009 (Pollack et al. 2007 ).
In another study on breaking bad news, students who were distanced/detached or defensive/avoidant in relation to their patients avoided acknowledging patient emotions or expressing empathy for their plight (Meitar, Karnieli-Miller, and Eidelman 2009) . Students with little awareness of their own and the patient's emotions set rigid boundaries to try to control the interaction and tended to avoid the expression of empathy.
Devaluing of Empathy
Under these conditions empathy, at best, is something that learners (and practicing physicians) may sometimes undertake but rarely publicly acknowledge or advocate for (Mattingly 2008) . Because the culture of medicine does not consistently authorize, support, or approve the attitudes and practices of empathy, the needs to identify and express empathy toward patients tend not to acquire official status in the clinical environment. Since the expression of empathy is not a billable procedure, and since learners rarely see even positive role models reflecting on how to experience and convey empathy, it is easy for students to see empathy as a "nice" but nonessential aspect of practice. Even when they do emerge, empathic responses are potentially fragile and fleeting. They are often viewed by the students who express them as tangential or irrelevant to "real" medicine, a way of engaging with the patient that should be distrusted, discounted, and devalued as often as they are esteemed.
Demoralizing Outcomes of Empathy Training
Not infrequently, medical students are resentful of efforts to teach empathy didactically (Henry-Tillman et al. 2002; Shapiro et al. 2009 ). Sometimes they express feelings of being patronized by a curriculum that tries to "teach" empathy and related attitudes and draw the conclusion that they are being told that they are not good people. In one study students reported that personal factors (parents, life experience, faith) had already molded their capacity for empathy and compassion at least as much if not more than formalized instruction or role modeling in medical school (Wear and Zarconi 2007) . The implication was that these did not need any help in learning how to be empathic, thank you very much. Students in this same study further noted that sometimes their teachers seemed more interested in the appearance of altruism rather than in the actual feeling. Thus, at least to some degree, the performative emphasis on empathy training has backfired, with students resisting what they perceive to be efforts to remold existing values they already consider to be perfectly sound.
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A Modest Proposal for Encouraging Empathy in Medical Learners
The Necessity for Culture Change Ultimately, the overall context of medical practice is more important for teaching empathy than the efforts of any one role-model individual, admirable as such efforts may be. This means, that to effectively communicate the importance of empathy to medical learners, we must do no less than change the culture of medicine (Pence 1983; Coulehan 2005) . This is of course a large order; and change can usefully occur on multiple levels, such as economic, political, philosophical, and sociological. In the context of cultivating empathy perhaps the most important change needed is an attitudinal one appreciating the importance of skillfully recognizing and dealing with emotions in the doctor-patient relationship. It is only in this way that the multidimensional complexity of the construct of empathy can be comfortably absorbed into medical education.
Learning to Identify and Work Skillfully with Emotions
Over a decade ago, leading physician scholars recognized that physician emotions and emotional hot buttons, expectations, beliefs, attitudes, assumptions, and needs have an important, but often unacknowledged, impact on how they interact with patients , including how they express or avoid empathy. Yet this important insight did not translate into pervasive curricular changes because it could not be supported by the existing cultural norms of medicine. In a more recent study of breaking bad news, researchers found that students who were "involved" and emotionally connected with the patient were able to avoid algorithmic, rote forms of interacting. They were not afraid of the patient's emotional reactions, seemed "well-prepared to harness their emotions in the service of the patient" (Meitar, Karnieli-Miller, and Eidelman 2009, 1589) , and were much more likely to express empathy toward the patient than other students in the exercise. Medical educators often make the assumption that it is easier to work with cognitions than to change emotions (Hojat 2009 ). However, there are many intriguing curricular initiatives whose goal is to help students become familiar with emotions, both their own and those of their patients. Training in mindfulness (Krasner et al. 2009 ), narrative medicine (Charon 2006) , medical humanities (Shapiro et al. 2006; Foster and Freeman 2008) , and reflective writing (Reis et al. 2010 ) have all shown theoretical and empirical promise as ways of helping students to become more aware of and learn to interrogate critically the role of emotions in clinical practice and, as a result, to express multidimensional empathy.
Emotional Regulation
In this regard the concept of emotional regulation is relevant. When empathic overarousal occurs in response to another's emotional state or condition, it results in an aversive, self-focused emotional reaction. Individuals who can regulate their emotional state are better able to avoid being overwhelmed by their own emotions and therefore can focus on the needs of the other (Eisenberg et al. 1994; Decety and Meyer 2008) . Research in the neurosciences has established that empathy consists of three components: emotion sharing, perspective-taking (taking the point of view of another), and emotion regulation (Decety and Lamm 2006) . This means that empathy involves both the capacity to emotionally respond to the suffering of another as well as the capacity to regulate and modulate this experience. This formulation suggests that what is needed is not the ignoring or suppressing of emotion, but its regulation, so that it is present, but modulated.
Putting Empathy Back into the Patient-Doctor Equation
We should not accept that the emotional component of empathy is dangerous and should be exiled from the doctor-patient encounter. On the contrary, purely "cognitive" empathy without the "proper dose" (Balint 2000) of emotion runs the risk of being excessively operationalized, codified, and measured in ways that will become pointless and meaningless. From a pedagogical perspective incorporating empathy into the curriculum may be more of a "restoration project" than one of inculcation (Spiro 1992) . In other words we should build on students' existing empathic strengths, their natural human impulses toward identifying with others, impulses that currently are all too often stifled and repressed in the existing medical culture. Curricular approaches to teaching empathy should aspire to what bioethicist Jodi Halpern almost a decade ago called "clinical empathy" (Halpern 2001) . Clinical empathy derives from a detailed experiential as well as cognitive understanding of what the patient is feeling. It is neither detachment nor immersion but, rather, an ongoing double movement of emotional resonance and compassionate curiosity about the meaning of the clinical situation to the patient (Shapiro 2007) . This form of empathy involves the capacity to participate deeply in the patient's experience while not losing sight of the fact that this imaginative projection is not, in fact, one's own experience but that of another. In a similar formulation the clinician must possess the negative capability not to be emotionally overwhelmed by the patient's plight while simultaneously being moved by his/her suffering (Coulehan 1995) . Neuroscience research confirms that awareness of a distinction between the experiences of self and others constitutes a crucial aspect of empathy. For empathy to be effective individuals must be able to separate their own feelings from the feelings shared with others, so must have self-awareness as well as other-awareness (Decety and Lamm 2006) . Without self-awareness physicians lose perspective, and they experience empathy as a liability. Self-aware physicians, on the other hand, experience empathy as a mutually healing connection with patients (Kearney et al. 2009 ).
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A Culture of Empathy
By making room for emotions and a practice of empathy that honors its emotionbased dimension, we might change other aspects of the culture of medicine as well. For example, instead of the emotional detachment routinely encouraged in clinical interactions, we might see physicians and students alike being willing to develop "compassionate solidarity" with the patient's suffering (Coulehan 2009a,) , an attitude which Coulehan describes as one comprised of presence, listening, affirmation, and witnessing. Rather than defending against their patients' distress, from a position of empathy physicians could learn to recognize their own vulnerability to suffering and therefore be willing to connect with others, including most radically their patients. Doctors and patients share in common uncertainty, suffering, sickness, and death (Fantus 2008 ). Yet Charon has observed that although patients and doctors both suffer, their suffering seems parallel and disconnected (Charon 2006) . Rather than pull away from the suffering of their patients, in a futile attempt to emotionally protect and insulate themselves, doctors who adopted an attitude of empathy could acknowledge their similarities with their patients because they could see themselves in their patients' suffering. Instead of distance and objectivity, such physicians could embrace attitudes of affiliation and alliance with patients (Charon 2008) . They would be ready, indeed eager and unafraid, to share some small portion of the burdens under which their patients labor, and they would be able to hear their patients' laments without flinching (Bub 2004) .
In this empathic medical culture physicians would value and cultivate self-awareness of their own thoughts and feelings, countertransference, and emotional labor (Larson and Yao 2005) . They would be interested in developing "insight into how one's life experiences and emotional makeup affect one's interactions with others" and would be able to engage in personal calibration of their own emotional responses to patients (Novack et al. 1997) . Such a culture would promote role modeling in physicians that was both self-aware and reflexive-outstanding physicians would bring awareness and critical examination to their own behavior and would be able, for example, to reflect on and illuminate for students how empathy was being created and expressed in any given clinical encounter (Kenny, Mann, and MacLeod 2003) . From these role models students would learn that their impulses to connect with their patients are valid and appropriate, rather than foolishly naive (Reisman 2006) .
Conclusion
Medicine has tried to have it both ways as far as empathy is concerned. It has acknowledged empathy as an essential cornerstone of the patient-doctor relationship, but it has tried to cleanse empathy of its emotional underpinnings and define it as a purely 8884_016.indd 284 7/14/2011 3:52:17 PM cognitive-behavioral skill. This is because the emotions of patients and their own emotions seem confusing, overwhelming, unpredictable, and therefore difficult to manage to practitioners schooled in the reductive positivism of the sciences. As a result medical culture has, perhaps unwittingly, promoted attitudes of detachment and distance rather than empathy in both practitioners and learners. Alternatively, medical culture and medical education might consider acknowledging that emotional reactions are an integral-and indeed, potentially valuable-part of clinical practice. Their patients' emotions and their own in large part define how the meanings and implications of biophysical disease are processed and decided on, how treatment decisions are made, and how adherence plays out in daily life. By paying attention to emotions, how to identify them and how to make determinations about what emotional responses are most beneficial to the patient, students and clinicians alike will be able to become familiar and comfortable with the expression of empathy. In fact their willingness to feel and convey empathy may even have the effect of shifting the culture of medicine toward one anchored in attitudes of compassionate solidarity, affiliation, and alliance toward patients.
Note
1. Even medical humanities scholars are likely to describe empathetic imagination as a purely "cognitive skill that helps one to imagine the experiences and responses of another" (Case and Brauner 2010, although these authors also caution against "surface acting" or performance in executing empathic skills).
